(cystgastrostomy) was then performed. Biopsy of the cyst wall revealed gross dysplasia, highly suggestive of cystadenocarcinoma.
She was transferred to our unit for further management. Repeat CT scan showed debris and fluid in the cyst cavity ( Figure 1 ). In view of possible malignancy and the fact that the cyst was refractory to percutaneous, endoscopic and surgical drainage, resection (distal pancreatectomy and splenectomy) was undertaken. Histology confirmed a mucinous cystadenocarcinoma ofthe pancreas. She remains well 3 years post surgery.
Case 2
A 40 year old female presented with a history of epigastric pain radiating to the back. Of note, she had an attack ofpancreatitis four years previously when seven months pregnant. On this admission investigation revealed a pancreatic cystic mass which was subsequently treated by cystgastrostomy for a presumed pseudocyst. The pseudocyst did not resolve and she was transferred to our unit.
Enhanced CT scan showed a cystic mass in the tail of the pancreas (Figure 2 In conclusion, cystic tumours of the pancreas are rare. Failure to recognize the true nature of such a tumour will lead to misdiagnosis as a pseudocyst and incorrect treatment. Given the difficulties of accurate pre-operative diagnosis, the high incidence of potential malignancy and the good outcome with resection, a review of the literature suggests that all suspected cystic tumours of the pancreas (apart from asymptomatic serous cystadenomas in elderly patients) should be managed primarily by resection.
